Introduction
Treating a fistula in Ano is really a challenging job. There are various methods described in the literature to treat it. The main principle to treat a fistula in Ano by any methods is to find and negotiate the location of an internal opening as well as a fistulous tract. Pre-operative localisation of internal opening may be decided by magnetic resonance imaging (MRI) fistulogram, sinogram and Goodsall's rule. Identification of an internal opening is mainly important for inserting the Seton or Ksharsutra. The conventional method of inserting these Seton and Ksharsutra is with the help of a metallic probe. Although the metallic probe is ideal to negotiate the internal opening, in highly located fistula, it is really difficult to bring the tip of the metallic probe with the tip of the index finger through the anal canal. In such situation especially in a fistula of the posterior half of the anal canal, the alternative of the probe should be in the shape of curvilinear and its tip should be directed downwards in view to pull it easily through the anal canal [1]. Here we used the endotracheal tube (ET tube) as it was malleable and curvilinear, and its tip was directed downwards to successfully pull it through the anal canal. As per our best knowledge, this is the first case of the world to use ET tube to locate an internal opening for a fistula in Ano.
Innovation to Use ET Tube in Fistula in Ano (Case History)
A written consent from the patient was received before going for intervention. The conventional method to insert Seton/ Ksharsutra is with the help of a metallic probe. This method is being practised since ancient time. An endotracheal tube of size 2 is almost in the shape of horseshoe ( Fig. 1 ) and may be useful in a patient with a highly situated internal opening as in the present case. In a 24-year-old male who was diagnosed as a case of fistula in Ano (Fig. 2) , MRI fistulogram of this patient showed the site of the internal opening, which was situated slightly higher; the site of the external opening was at 4 o'clock position, and the course of this fistulous tract was horseshoe shaped. All other investigations were within normal limit. After proper pre-anaesthetic check-up, the patient was posted for probing and Seton insertion under regional anaesthesia. So as usual after spinal anaesthesia, we tried to insert the metallic probe through the external opening and insert the index finger of the left hand to take the tip of metallic probe through the internal opening as well as from the anal opening. However, the tip of the index finger was just touching the tip of the metallic probe at the internal opening, but we were unable to take it out through the anal opening. When we pushed the metallic probe forward in view to bring it down towards the anal opening, paradoxically it moved up and skipped away from the tip of the index finger. In this adverse situation, we took the ET tube (number 2) and inserted it through the external opening. After pushing forward through the external opening, this ET tube very easily comes out through the internal opening as well as through the anal opening because of its curvilinear shape like the fistulous tract. Once the proximal tip of ET tube comes out through the anal opening, the Seton (Fig. 3) or Ksharsutra (Fig. 4) is tied at its tip. Figure 5 a-c showed how it was difficult to bring the probe and the infant feeding tube through the anal opening and on the other hand it became very easy to bring the endotracheal tube through the anal opening. In this way, we innovated the use of the ET tube in negotiating the fistulous tract and This article is part of the Topical Collection on Surgery * Anil Kumar dranil4@gmail.com realised that its use is really very helpful especially if the internal opening will be situated at a higher level and the course of the tract will be horseshoe shaped where a conventional method may fail.
Discussion
The fistula in Ano is a very common surgical disease with the prevalence of 1.2 to 2.8/10,000 [2] . There are many surgical methods described in the literature to treat the fistula in Ano [3] [4] [5] . The technique, which has a lower recurrence rate, preserves the sphincter and continence whilst eradicating sepsis, promotes healing and improves the quality of life, is the ideal technique. Unfortunately, no one technique fulfils all the merits of an ideal technique, and there is no evidence to recommend or condemn any procedure [6] . But in most of the techniques, the one step which is common and important is to find out the site of the internal opening. There are again many methods to find out the location of the internal opening like instillation of hydrogen peroxide, methylene blue, probing with metal wire, insertion of infant feeding tube, X-ray sonogram, endoanal ultrasound (EAUS) and MRI fistulogram [7] [8] [9] [10] . However, MRI helps in defining the anatomy and guiding surgery, but the 3D reconstructions of the complex perianal fistula definitely improved the surgical planning, communication with patients, and augmented training [11] [12] [13] [14] . Among all these methods, the most common method to find the location of the internal opening as well as intervention like insertion of Seton for fistula in Ano is the probing with a malleable metallic probe since ancient time. For the last couple of years, use of infant feeding tube is in practice for the insertion of Ksharsutra [8] . But in the present case because of highly situated internal opening, even the infant feeding tube was not able to come through the anal opening; instead, it was directed up and we also failed to bring it down even with the help of the inserted index finger per anally. A newer technique to find out the site of the internal opening is video-assisted anal fistula treatment (VAAFT) which is diagnostic as well as therapeutic especially in complex Crohn's perianal fistula [15] [16] [17] . A recent meta-analysis on VAAFT showed that mean operative time was 42 ± 14.2 min, that the internal opening was identified in 85.7% of patients and that recurrence occurred in 14.2% patients after a median follow-up of 9 months [18] . The localisation of internal opening pre-operatively is very important to reduce the recurrence of a fistula in Ano and is also documented by Sygut et al. [19] . Probing with a metallic probe or insertion of infant feeding is not possible in case of a high anal fistula where the opening of the internal opening is higher than the index finger inserted in the anal canal. In such a failed case, the use of the endotracheal tube is really very helpful as in the present case. Because of the shape of the endotracheal tube which almost coincided with the horseshoe shape of the fistulous track and its tip which was directed slightly lower towards the anal opening, this downward bending of the endotracheal tube made it favourable to easily pull it through the anal canal as in our case.
Conclusion
Localisation and negotiation of a highly situated internal opening of a fistula in Ano with the help of a no. 2 endotracheal tube is safe, is less painful, is easy to perform, and has minimal chance of developing an iatrogenic fistulous tract. This novel technique using an endotracheal tube because of its horseshoe shape is really very helpful in many failed cases where negotiation of internal opening is not possible with a probe or an infant feeding tube. It has also improved the technique of Seton/Ksharsutra insertion in a fistula in Ano as a day care procedure.
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